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Total Hip Replacement Martin Lowy FRCS (for D R Sweetnam FRCS) (Middlesex Hospital, London) I B, woman now aged 69 History: The patient was seen in 1955 at the age of 57 with severe bilateral osteoarthritis of the hip, restricting flexion to 30 degrees. Mr Philip Wiles did a total replacement arthroplasty on the left hip in two stages. Through a posterolateral approach, the femoral head was dislocated and the acetabulum reamed. The acetabular component of the prosthesis was then inserted; it was held in position by three spikes protruding upwards into the acetabulum. The femoral head was trimmed and the femoral prosthesis inserted. This consisted of a hollow cup to which a fourflanged nail was screwed and which was driven through the neck of the femur to emerge below the greater trochanter. The prosthesis was then reduced. Two weeks later a plate was attached to the nail (Fig 1) . The patient was allowed to walk five days after the second operation and was discharged four weeks later. Subsequently an unsuccessful Thompson arthroplasty was done on the right hip. The left hip remains painless and retains 60 degrees of flexion. X-ray shows considerable movement of the prosthesis (Fig 2) and it is likely that some movement is occurring between the acetabular component and the pelvis. Comment This prosthesis, designed by Philip Wiles, was first used on 6 patients in 1938. It was made of stainless steel. The inadequate method of fixation was probably responsible for the failure of the majority of his replacements. Nevertheless Wiles deserves the credit for being one of the first to appreciate the need for total replacement in the surgery of osteoarthritis and of being the first to use such a device in the hip. Oper-ationt: Multiple floating, greyish-white, loose bodies were found in the joint. There was a moderate excess of synovial fluid and the synovial membrane showed discrete white areas the size of a pins head. The articular cartilage appeared to be normal. The loose bodies and a wide area of the synovium were removed. Histology: Synovial membrane: vascular connective and synovial tissue which is cedematous shows mild, nonspecific chronic inflammatory changes (Fig 2) . Loose body: after decalcification the nodule appeared to be composed of cartilage with patchy calcification. It is surrounded by a dense fibrous capsule from which the cartilage is developing (Fig 3) .
Discussiont
Synovial chondromatosis affecting the shoulder joint is uincommon, and particularly rare in childhood. It uisually affects adult men. It is a primary affection ofjoints, usually mono-articular, and one of the rarer causes of intra-articular loose bodies. Murphy et al. (1962) considered that the synovial membrane developed metaplastic foci at first sessile, later pedunculated and finally detached; that these became cartilaginous and sometimes calcified, being nourished by the synovial fluid. An alternative explanation is that a single loose body is first formed and later breaks up: these multiple fragments then grow in the synovial fluid, acting like an in vitro tissue culture (Phemister 1924 ). This latter explanation would accord with the finding of a normal synovial membrane in which there was only evidence of mild nonspecific inflammatory changes. The histological appearances of cellular activity, even with hyperchromatic nuclei, may suggest chondrosarcomatous changes (Jaffe 1958 , Bennett 1950 but the spontaneous arrest of development and the regression of the chondromatous bodies (Freund 1937 ) lends support to a non-neoplastic origin.
The loose bodies should be removed and as much of the synovial membrane excised as possible. In childhood the problems are the treatment of recurrence and the prognosis as regards pain and stiffness.
Infantile Coxa Vara with Superimposed Perthes-like Change S C Chen FRCS (for R H Maudsley FRCS) (Wexham Park Hospital, Slough) K 0, girl aged 5 History: A twin who was premature, with a birth weight of 3 lb 2 oz (14 kg). No congenital anomalies were noted in either twin and there was no relevant family history. During infancy she had measles, tonsillitis, bronchitis, influenza and At 17 months she was referred to the orthopedic clinic on account of shortening of her left leg and restriction of hip movements. X-ray taken on 29.10.63 (Fig 1) showed a left coxa vara, a small upper femoral epiphysis but normal acetabulum. The child otherwise developed normally but X-rays taken on 10.3.66 showed (Fig 2) . X-rays taken on 7.11.67 (Fig 3) showed further fragmentation of the epiphysis with increased flattening and with widening of the joint space; the coxa vara deformity was unchanged. Recently the child has complained of rest pain in the hip, particularly at night.
Comment
Is this an example of Perthes' disease supervening on a coxa vara of infective or developmental origin or are the Perthes-like changes in themselves of a developmental or dysplastic origin? Can the prognosis at skeletal maturity be forecast? Infantile coxa vara is a rare condition and with superimposed Perthes' disease is extremely rare, for it cannot be found in the literature from 1948 to date. Are the appearances of the epiphysis the result of infection? Infective arthritis can be caused by staphylococcal skin sepsis or Toxemia in such cases is not a necessary feature. This premature baby had very many illnesses in infancy. Although there is no record of any venepuncture, it is probable that she had one at some time in infancy. 
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